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AN EVALUATION OF METRAZOL TREATMENT 
By Wituram C. Mennincer, M.D. 


It has been approximately five years since Meduna (1) first reported 
his metrazol treatment experiments, and less than three years since 
Friedman (2) published the first report of work in the United States. 
At first metrazol was heralded along with insulin as the great panacea 
for schizophrenia, and the original reports were far more optimistic 
and showed a much higher percentage of remissions than most of the 
recent reports. In 1939 there were at least thirty published papers 
specially describing accidents, particularly fractures, resulting from 
the use of metrazol. Because of these complications metrazol has 
fallen into disfavor and in many institutions is no longer used. 

Between 800 and 1,000 reports have appeared in the medica] litera- 
ture on the use of metrazol in various types of mental disorders. Chiefly 
for the purpose of comparing them with our own results those reports 
available to me for review have been analyzed and the data tabulated 
as shown in Tables I and II.* The majority of these reports were 
published soon after the experimenters’ observations were first made, 
so that they represent the status at the time of discharge rather than 
after any interval of time following discharge. For this reason these 
figures show only the number of patients who reestablished their 
mental equilibrium at the time of discharge (in the ‘‘recovered”’ 
cases) without an opportunity to judge whether the patient would 
retain his ‘recovery’ over a period of time. A very few writers in- 
dicated the number of relapses. 


* Because the nomenclature used by various writers to indicate their results varied 
widely, I have tried to use those various terminologies which are not identical or equiva- 
lent. Consequently, the groups in the various columns labeled “full remission,"’ ‘’social 
recovery,’ etc. are not necessarily comparable. For this reason also a total of each 
column would have no reliable significance. In some instances the authors classified 
the patients as ‘‘acute,"’ “‘subacute”’ or “‘chronic,"’ and in other instances into types of 
schizophrenia or into sex and age groupings. 
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TABLE I. 


AUTHOR 


Angyal and Gyarfas, 
Arch. f. Psychiat. 106: 
I, 1936 


Bookhammer and Plesser, | 


Arch. Neurol. & Psy- 

chiat. 42:775, 1939 
Bookhammer and Saxe, 

Arch. Neurol. & Psy- 


chiat. 39:864, Apr. 1938 | 


Beckenstcin, Psychiat. 
Quart. 13:106, 1939 
Brousseau, Encephale 


32:287, 1937 

Brown, Galveston (Tex ) 
State Hospital, Letter 
Feb. 28 1940 

Cohen Arch. N. & P. 
42°579, 1939 


Delgado, Revista de 
Neuro-psiq. (Lima) 
1:19, Mar. 1938 

Dhunjibhoy, Indian M. 
Gaz. 73:321, 1938 


Fellows and Hyde, J. Kans. 


Med. Soc. 39:244, June 
1938 

Finkelman et al., J. A. 
M. A. 110:706-09, Mar. 


5, 1938 





Friedman, quoted by | 
Lebensohn, Med. Ann. | 


Dist. of Columbia 7:33, 
Feb. 1938 
Goldstein et al., Am. J. 


Psychiat. 95:321, Sept. 
1938 
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Low et al., Arch. N. & P. 
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Magiera, Mississippi Doc- | | 
tor 16:35, 1939 an 33 | 27.3 
Meduna, Ztschr. f.d. ges. | 
Neurol. u. Psychiat. 
1§2:235, 1935.... | 110 49 
Meduna and Friedman, | | 
jJ. A. M. A. 112:501, | 
Feb. 11, 1939 .-++/2,937 | 19 American 
| 30 European 
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Reese et al., J. Nerv. & | 
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Ross, Am. J. Psychiat. | 
95 :769, Jan. 1939; Ross | 
and Malzberg, Am. J. 
Psychiat. 96:297-316, | 
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¢ Chronic. 
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TABLE I.—Concluded 
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Stahli and Bonner, Arch. | | | 
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54% 1 $s | 56 | 39 
Strecker, Lancet 1:371, 
1938 — 600 | 37-4 | | 60 | | 
Ulrich, Am. J. Psychiat. | | | 
95 :807, Jam. 1939.......| 45 | 33-3 | 31 | 15.6, 20 | 
Wahl man, Ref. in J. Nerv. 
& Ment. Dis. 87:570, 
May 1938 2x1 | 28.6 | 71.4 
Winkelman, Am. J. Psy- 
chiat. 95§:303, Sept. | 
1938 35 | 20 | 25-7 42.8 §.7 
van Wulfften-Palthe, 
Abst. J. A. M. A. 110: 
476, 1938 13 84.7 15-3 
Wyllic, Glasgow Med. J. 
11:269, June 1938 20 85 


Young and Young, J. A. 
M. A. 112:496, Feb. 11, 


1939 35 | ed aI 35 


SJ 
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The reports of experience with metrazol therapy in the depressions 
are more recent, and credit goes to Bennett (3) for having first empha- 
sized its value in this group of disorders. The statements made above 
with regard to the reported results of the use of metrazol in schizo- 
phrenia apply equally to the group of affective disorders. Neverthe- 
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TABLE II.—Resvutts wira Merrazor 1n Arrsctive Disorpers 


Bennett, Am. J. Med. Sc. 
198 :695~701, Nov. 1939 


Bookhammer and Plesset, 
Arch. Neurol. & Psy- 
chiat. 42:775, 1939 


Brown, Galveston (Tex. ) 
State Hospital Letter 
2/28/1940 


Cottington and Gavigan, 
J. Nerv. & Ment. Dis. 


9O°$10, 1939 
Corwin, Topeka State 
Hosp. Personal Com- 


munication 


Delmas-Marsalet, et al., 


| 
| 





Encephale 1:225, May | 


1939 


Lipschutz, et al., Am. J. 
Psychiat. 96:347-360, 
Sept. 1939 


Low et al., Arch. Neurol. | 


and Psychiat. 39:717- 
736, Apr. 1938 


Magicra, Mississippi Doc- 
tor, 16:35, 1939 


von Meduna and Fried- 
man, J. A. M. A. 112: 
go1, Feb. 11, 1939 


M-D, affective groups; D, depressed; M, manic; I, involution melancholia. 
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TABLE II.—Concluded 
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Schachter, Cited by! 3D | |100 
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| | } 
| | | | 
Steinberg and Nierenberg, | 26M 30.8 | | 26.9 | 42.3 | 
Elgin State Hosp. | 16D 43-7 | | “5.7 1 55 
Papers 3:39, Jan. 1939 | 8 mixed 50. | | 39.6 | $8.9 
| aI 18.1 | | 63.3 | 18.1 
} | | 
Wilson, Am. J. Psychiat. 37 M-D 41 35 
96 :673-679, Nov. 1939 | 
Young and Young, J. A. | 21D 57-1 | 28.6 | 9-5 | 4-8 
M. A, 112:496, Feb. 11, 
1939 | | 
; ] | 
Zeifert, Psychiat. Quart. | 15M-D | 93-3 | 6.7 


13:499, 1939 | 


less, there is little question as to the correctness of our original im- 
pression (4) that the percentage of remissions resulting from the use 
of metrazol is much greater in the affective disorders than in the schizo- 


phrenic disorders. 
SUMMARY OF PERSONAL OBSERVATIONS 


Beginning with our first case in October 1937 we have used metrazol 
(without curare) in 66 cases to date. Because of the incidence of 
fractures (in one instance a fracture of the humerus, in another instance 
the bilateral fracture of the femurs, and several spinal fractures) we 
had practically suspended the use of the drug as a treatment method in 
any type of mental disorder. 

Through the courtesy of the E. R. Squibb & Sons, following the pio- 
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neering work of Bennett (5) we have now reinstituted this treatment 
method using curare. It is not assumed that the use of the curare 
will materially change the results (though in our very limited experi- 
ence with it no fractures have resulted), but the convulsions are much 
less severe and the apprehension and dread on the part of the patient 
are less marked. 

Of the 66 cases which we have treated a small percentage are not 
available for an evaluation of the treatment because of an inadequate 
trial with the drug, either because of the time element or because 
complications forced the cessation of its use. A minimum of eight 
months, to a maximum of thirty months have elapsed since these 
patients received the treatment, and through a systematic follow-up 
system we have been able to evaluate with a fair degree of accuracy 
the efficacy of this adjunctive form of therapy. 


AFFECTIVE DISORDERS 


In this ‘‘pre-curare’’ stage of metrazol treatment 14 patients with 
various types of affective disorders were treated, including cases of 
typical depression in the manic-depressive group, involution melan- 
cholia and agitated depression. The condition at the time of discharge 
is given in the table below. We have not felt that such an evaluation 
is dependable, since only when the patient returns to the stress and 
strain of his original environment can we determine whether a re- 
covery has actually taken place. Consequently, we cannot place 
faith in the statistics based on the physician's impression at the time 
of dismissal. 

At the time of dismissal the condition on discharge was: Recovered, 
4 (29%); markedly improved, 6 (43%); slightly improved, 1 (7%); 
no change, 3 (21%). Of those indicated as “‘recoveries’’ all have 
remained well. In the group showing ‘‘marked improvement’’ how- 
ever, one relapsed, subsequently improving (without metrazol) to a 
degree that she might be regarded as having ‘‘almost recovered.’” A 
second one showing ‘‘no change”’ gradually improved some 18 months 
after she had metrazol and consequently metrazol can be given no 
credit. 

The present status of these same patients shows: Recovered, 6 (43%); 
markedly improved, 4 (29%); slightly improved, 2 (14%); no change, 
2 (14%). 
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By ‘‘recovered’’ we mean that the patient has spent at least a year 
in his previous environment and has adjusted himself well to its re- 
quirements. Of this group 12 of the 14 patients (2 of the agitated 
depressions remained inaccessible to any form of formal psychotherapy) 
were made more accessible for psychotherapeutic interviews and in 
every instance some form and some amount of psychotherapy was 
given. Four of the patients subsequently began psychoanalytic 
treatment. 


SCHIZOPHRENIC DISORDERS 


Of 36 patients in whom we feel we can evaluate the results of metra- 
zol treatment, the final analysis showed a much less satisfactory re- 
sponse than in the affective disorders. At the time of discharge in this 
group the following status existed: Recovered, 1 (3%); markedly 
improved, 16 (44%); slightly improved, 4 (11%); no change or worse, 
15 (42%). The one patient who happened to be our first metrazol 
experiment subsequently had a relapse and had to be committed to 
another institution. She did not, however, have further shock ther- 
apy and at the last report was again at her home, apparently getting 
along fairly well. 

An evaluation of the present status shows: Recovered, 6 (17%); 
some degree of improvement, 10 (28%); no change or worse, 20 (55%). 
Of the 6 who “‘recovered"’ we have based our judgment on the fact 
that they have apparently made a good social readjustment. No 
attempt is made to grade the group showing ‘‘improvement’’ into 
““marked"’ or “‘slight,’’ because in most instances the patient's re- 
corded status is based on letters from the patient, the relatives or the 
referring physician. The ‘‘unimproved"’ group includes several who 
despite treatment seemed to regress even further. Again in this group 
the metrazol treatment in the majority of instances made the patient 
more accessible to psychotherapy, though only in 7 of these individ- 
uals was it possible to arrange regular daily sessions. Only two of 
the entire group were able subsequently to avail themselves of psycho- 
analytic treatment. 

There were 4 patients treated with metrazol with very severe neurotic 
symptoms in whom psychotherapy, as well as milieu therapy seemed 
to produce no benefit. One of these was an extremely obsessional 
neurotic who developed panic states; a second was an apathetic in- 
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dividual suggestive of a high degree of depersonalization; a third 
showed a severe neurotic invalidism of many years standing, and the 
fourth had a near-schizophrenic compulsive disorder. 


PSYCHOTHERAPY 


It is an illusion, however, to present such statistics as indicating the 
results of metrazol therapy alone when in our particular method of 
hospital management of patients the additional effect of psychothera- 
peutic conferences with the physician and the milieu therapy in the 
occupational, educational, recreational and physiotherapy depart- 
ments isnotshown. At the present time we are attempting to evaluate 
the results of treatment in a large series of schizophrenic patients not 
treated by metrazol, and in general our impression is that in this group 
our results will compare very favorably with those in patients who 
received metrazol. Of complementary treatments we place most 
stress on the psychotherapy, and in most instances we regard the great- 
est value of metrazol to be its property of making the patient accessible. 
It is our belief that it is the physician's responsibility to help the 
patient understand at least the main weaknesses of his personality, 
as well as the causative factors in his illness, so that he may more 
adequately deal with them in the future. Consequently, in every 
one of our ‘‘metrazol cases"’ this is attempted. 


SUMMARY 


In our experience with metrazol the number of fractures as a compli- 
cation led us to temporarily abandon its use. Through the courtesy 
of E. R. Squibb & Sons we have reinstituted metrazol therapy, using 
curare just prior to its injection. An evaluation of our results up 
until the time when the use of curare with the metrazol was begun, 
indicates that the affective disorders continue to show a much greater 
benefit, with 40% recovered, and an additional 40% improved, in 
contrast to the schizophrenic group in which only 17% showed social 
recovery and 55% remained unchanged. In both groups the metrazol 
had been used from 8 to 30 months previously. 

In both of these groups, however, the favorable results have been 
far short of those reported in the literature. Furthermore, it is not 
to be assumed that these results are due to the metrazol therapy alone, 
since the milieu therapy supplemented with psychotherapy has prob- 
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ably produced even better results in a large series in the schizophrenic 
group than these results with metrazol. In the affective disorders 
the same additional supplemental treatments have been used. Conse- 
quently, at most one must regard this as a report on the outcome in 
a group of patients receiving metrazol along with other therapies. 

A summary of the results of other workers in 562 cases of affective 
disorders and 7,369 cases of schizophrenic disorders is shown in the 
above tables. 
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PSYCHOANALYTIC PSYCHIATRY: THEORY AND PRACTICE* 
By Kart A. MENNINGER, M.D. 


Psychoanalysis began as a medical discipline. In its earliest phase 
it was an observational technique applied by a physician to the treat- 
ment of patients suffering from conditions mow classified as psychiatric, 
although in those days regarded as falling within the province of neu- 
rology. 

The application of the psychoanalytic method of observation re- 
sulted not only in the therapeutic amelioration of the patient's illness 
but in the acquisition of a considerable body of knowledge about a 
previously unexplored and unknown area of the personality, supplying 
us with information about psychological laws to such an extent that 
psychoanalysis deserves also to be regarded as a department of psy- 
chology. 

As a method of observation, as a treatment technique and as a body 
of knowledge, these functions of psychoanalysis coexist today and the 
use of the word psychoanalysis, referring sometimes to one and some- 
times to another, leads not only to popular confusion, but frequently 
to confusion in scientific discourse. This confusion is particularly 
evident in the various phases of the increasing recognition of psychol- 
ogy as a basic biological science, deserving to be considered in the 
pathogenesis of every disease whether the symptoms be predominantly 
physical or predominantly mental. With their special interest in the 
unconscious phases of psychology, psychoanalysts sometimes assume 
that psychosomatic medicine means psychoanalytic medicine. Good 
psychiatry has always been “‘psychosomatic medicine."’ 

This confusion is best explained as the residual disorientation of 
physicians, psychologists and psychoanalysts regarding the division 
of their particular fields of labor with respect to science as a whole. 
Psychoanalysis was regarded by its founder and by some of its earlier 
exponents as a separate department of science; today, in America at 
least, psychoanalysis is, on its theoretical side, a part of psychology, 


* Read before the New York Psychoanalytic Society, January 30, 1940, and before the 
Staff of St. Elizabeth's Hospital, Washington, D. C., February 1, 1940. 
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and on its practical side a part of medicine. This is a fundamental 
principle in the constitutions of the component societies of the Ameri- 
can Psychoanalytic Association. 

I have reviewed this status of psychoanalysis in order to bring out 
clearly the relation of psychoanalysis to psychiatry. Psychiatry is 
that branch of medicine, which, long before psychoanalysis, recog- 
nized the importance of psychology in disease. Before psychoanalysis 
had contributed to our theoretical knowledge of the deeper psychology 
of the personality, psychiatry was handicapped in its development in 
the same way that all applied psychology was handicapped. But with 
the development of psychoanalysis, both as psychoanalytic psychology 
and as psychoanalytic medicine, psychiatry was given a new birth. 
By psychiatry I refer now to the treatment of patients who suffer from 
diseases the symptoms of which are predominantly non-structural in 
character—in other words, patients whose behavior and emotions 
cause them or those about them to suffer. 

In their capacity as therapists for such patients, psychoanalysts are, 
by definition, psychiatrists—or at least they are to this extent prac- 
ticing psychiatry. We officially acknowledge this fact and claim to be 
physicians and psychiatrists. Yet there is a certain ambiguity, not 
to say ambivalence, about the psychiatrist-psychoanalyst relation 
somewhat akin to the physician-surgeon relation. Surgery is a tech- 
nique requiring special training, and when we speak of surgeons we 
do not forget that they are primarily physicians. No good surgeon 
ever forgets it. Nor should any good psychoanalyst ever forget that 
he is primarily a psychiatrist. If, for practical purposes, we some- 
times speak of psychoanalysts and psychiatrists, we should always 
remember that this is a logical inaccuracy, just as is the expression 
“physicians and surgeons.”’ 

At the present time psychoanalysis runs the danger of becoming, or 
rather remaining, too isolated from its mother specialty, psychiatry. 
Psychoanalysis is of such fundamental importance, both theoretically 
and practically, that it should significantly modify the whole nature 
of psychiatry, and I wish to raise the question tonight as to whether 
it has actually done so. Let us ask ourselves this question—Just what 
has psychoanalysis contributed to psychiatry? 

If I may answer the question briefly and then elaborate it, I should 
say that in theory psychoanalysis has contributed much; in practice, 
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little. I should say that its small contribution to psychiatric practice 
has been due in part to the resistance of those using the established 
methods of psychiatry, but also in part to the indifference and separa- 
tism of those practicing psychoanalysis. It is so easy to get into the 
rut of establishing and continuing the office treatment of ambulatory 
psychiatric patients by psychoanalytic technique that a proper concern 
for the development of effective treatment of the more severe cases 
which cannot be thus handled is simply dismissed from mind or rele- 
gated to institutional psychiatrists with a mixture of disdain, pity and 
disparagement. It is small wonder, therefore, that such psychiatrists 
have been encouraged in their resistance against the acceptance of 
psychoanalytic principles. 


THE CONTRIBUTIONS OF PSYCHOANALYSIS TO PSYCHIATRIC THEORY 


In the brief time at my disposal I can do little more than list some of 
the outstanding contributions of psychoanalytic theory to psychiatric 
theory. I mean by this to outline what we understand now about the 
more severe mental illnesses that we did not understand prior to the 
accumulation of knowledge about the unconscious from the study of 
the less severe illnesses. 

(1) The pre-eminent contribution of psychoanalytic theory to 
psychology, and, therefore, to psychiatry, is, of course, the concept 
of the unconscious. We should not allow ourselves to forget that the 
concept of the unconscious antedated Freud's discovery of a method 
of exploring it. Nevertheless, so long as it was inaccessible to sys- 
tematic exploration, the unconscious was an exceedingly vague and 
tenuous concept, and its acceptance by psychiatry may be fairly at- 
tributed to psychoanalysis for this reason. 

(2) Superficially and immediately this concept enabled us to obtain 
some insight into the meaning of symptoms which had previously been 
studied merely as enipirical phenomena, and to view them as aspects 
of a continuous process. It made us realize that a meaning existed 
and should be sought for in such manifestations as depression, ex- 
hibitionism, hallucinations, and so forth; these became indices 
pointing to conflicts behind instead of empirically based prognoses 
ahead. 

(3) From these indices and from a reconsideration of the life history 
of the individual, psychoanalytic theory enabled us to obtain a knowl- 
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edge of the nature of the unseen conflicts of the patient. His conscious 
conflicts were already a matter of psychiatric concern, but we now 
learned that these were often disguises for, or minor reproductions of, 
earlier and deeper invisible conflicts. The phenomena called ‘‘shell 
shock" during the World War were at first explained as automatic 
solutions to the conscious conflict between the will-to-live and the 
will-to-be patriotic, or between the fear-of-death-from-the-enemy and 
the fear-of-disgrace-or-death-from-the-commanding-officer. | Psycho- 
analysis should not and does not deny the importance of such conscious 
conflicts, although in its enthusiasm for the elucidation of underlying 
material it sometimes seems to do so, thus giving rise to waves of 
Adlerian emphasis on contemporary forces and conflicts which distract 
and confuse some observers. Psychoanalysts should not forget that 
these were a matter of psychiatric consideration and attention years 
before Adler was born or psychoanalysis discovered, and that psycho- 
analysis has added to them, but not rejected them. 

(4) This knowledge of the nature of the unconscious conflicts, plus 
working hypotheses as to the forces acting to bring about different 
types of personality disintegration, made possible some important 
modifications in the concepts of the established psychiatric syndromes, 
the specific work of Freud and Abraham in cyclothymic psychoses, 
Jung and Sullivan in schizophrenia. Here, of course, there is a wide 
discrepancy in the extent to which such modifications have been made 
according to the psychiatrists one has in mind; in some quarters schizo- 
phrenia is still seen in the light of the original Kraepelinian picture as 
an endocrine disorder; in other quarters it is still regarded as a struc- 
tural brain disease, and, of course, by Mr. Hitler's official psychiatrists 
(and I am afraid by a few in this country) it is still considered a product 
of hereditary degeneration. In other quarters, however, the concep- 
tion of schizophrenia is one determined by the combined views of 
Bleuler, Jung, Sullivan, Zilboorg and other psychoanalysts. By some 
paresis is still a disease caused simply by the destruction of the brain 
by syphilis, but by others it is seen as the product of certain personality 
trends, certain emotional traumata, and a spirochaetal invasion of the 


brain. 

(5) Psychoanalytic theory also called to the attention of psychia- 
trists what I believe to be the essence of psychiatric symptomatology; 
namely, the self-destructive goal and techniques of the personality. 
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Symptoms of behavior previously regarded only as empirical evidences 
of psychosis became recognized as self-destructive techniques impelled 
by unleashed instinctual impulses. The psychiatrist who had long 
recognized as his duty the prevention of overt suicide began to see his 
responsibility for the prevention of those lesser forms of suicide repre- 
sented by the behavior and symptoms of his patients. 

(6) The most immediately practical contribution of psychoanalytic 
psychology to psychiatry was the recognition of the function of ther- 
apy as one of releasing and redistributing misplaced aggressive energy 
and encouraging or permitting the development of more satisfactory 
erotic objectives. Upon this is based most of the useful applications 
of psychoanalysis in psychiatry, which we shall discuss next. 


THE CONTRIBUTIONS OF PSYCHOANALYSIS TO PSYCHIATRIC PRACTICE 


Having outlined the contributions of psychoanalysis to the theo- 
retical structure of psychiatry, let us consider to what extent this 
appears in actual psychiatric practice. 

I begin with the assumption that the standard clinical application 
of psychoanalysis to ambulatory cases of mental illness, particularly 
those who themselves elect to come for such treatment, belongs within 
the sphere of psychiatry and hence this is one practical application. 
Psychoanalysis is so pre-eminently successful in the treatment of the 
neuroses that it has come to be the method of choice of many psychia- 
trists, including many who are not themselves psychoanalysts. The 
situation is somewhat similar to that period in medical history when 
it was discovered that surgery could relieve certain cases of acute 
abdominal pain. Many of the old-time physicians combated the new 
treatment, but many others saw how useful and successful it was and 
were glad to turn their patients over to colleagues who were skilled 
in the new technique. 

Of course, there remained many cases of acute abdominal pain for 
which surgery was not the best treatment (although some surgeons 
were loath to concede this). These cases were generally handled 
better by non-surgically trained physicians. I think the analogy still 
holds and that many psychiatrists handle certain cases requiring minor 
psychotherapy better than do those of us who devote our chief atten- 
tion to what might be called major psychotherapy. 

But after giving credit to the accomplishments of psychoanalysis 
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in the treatment of severe but ambulatory mental illnesses, we must 
admit that psychoanalysis has not thus far given to psychiatry any 
very great assistance in dealing with those patients who desire and 
even seck treatment but whose conflicts are not sufficiently intense to 
justify the great expense in time and money of a complete analysis. 
This is a problem which is faced by every psychiatrist with psycho- 
analytic predilections who works in an outpatient psychiatric clinic, 
mental hygiene clinic, child guidance clinic, or general medical clinic. 
In theory, psychoanalysis has given us a better conception of person- 
ality structure, motives, conflicts and so on, but in practice, psycho- 
analysis as a therapeutic technique operates according to the a/J-or- 
none-law. At least this is the general tendency. A few individuals 
with psychoanalytic orientation have attempted to apply their knowl- 
edge of psychoanalysis to the problems of the outpatient psychiatric 
clinic. Three of my colleagues, Dr. Robert Knight (12), Dr. Harlan 
Crank (6) and Dr. Hanford Auten (3) have reported examples of such 
aneffort. I (30), myself, have outlined a method of approach to such 
patients. These are only a beginning, however, and I think we must 
look forward to further study of the practical methods of psycho- 
therapy based on psychoanalytic theory but not on psychoanalytic 
technique. 

Traditionally, however, the bulk of psychiatric material is intra- 
mural and relatively involuntary—and this is still the case. Just 
as most serious surgical cases must be hospitalized, so most psychiatric 
cases must be hospitalized—although for quite different reasons. The 
necessity for isolation from various harmful elements in the environ- 
ment, the necessity of protecting the environment from the patient 
as well as the patient from the environment, the necessity of a different 
kind of nursing supervision and care, the necessity of various degrees 
of restraint—these have been recognized by psychiatrists for several 
centuries. It is only fair to add that not all of these principles were 
clearly recognized at all times, and that a part of the stimulus toward a 
more adequate recognition of them came from an American woman who 
was not a physician. Nevertheless, we feel that in America we have 
brought the external forms of hospitalization to a relatively high 
degree of efficiency and efficacy, and this was on the way to accomplish- 
ment prior to the introduction of psychoanalysis. The question is— 
what has our psychoanalytic knowledge added to, or modified in, 


these psychiatric provisions? 
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There are in the United States at the present time 603 hospitals, 
public and private, devoted exclusively to the care of psychiatric 
patients. Of these a small but increasing number make available to 
their patients the application of psychoanalysis as a treatment method, 
but only a few have as yet organized their regimes of management and 
treatment on the basis of psychoanalytic knowledge. It is for this 
reason that I made the statement which I now repeat, psychoanalysis 
has had far less influence on psychiatry in practice than in theory. 

In these psychoanalytically oriented psychiatric institutions, and 
probably in a few of those not wholly committed to such a program, 
there has been a definite trend toward making a practical application 
of psychoanalytic principles. Since this constitutes an illustrative 
demonstration of how psychoanalysis can modify psychiatric pro- 
cedure and gives some indication of how it could modify psychiatric 
procedure elsewhere, and since it seems to be relatively unknown even 
to some of my psychoanalytical colleagues who still think of psycho- 
analysis only as an outpatient treatment modality, I should like to 
discuss certain aspects of these experiments in detail. What I have to 
say hereinafter is based upon personal experience over a period of ten 
years in one of these psychoanalytically oriented psychiatric institu- 
tions. Detailed accounts of the operative procedures have been con- 
tributed to the literature by my brother William (21, 22, 23, 24, 25, 
27) and numerous colleagues, especially Knight (13, 14, 15, 16), 
Reider (33), Tidd (36), Hemphill (11), Erickson (7, 8, 9), Anderson 
(1), Lyle (32), Cutrer (28), McKimens (19), Medd (20), McColl (29) 
and Olinger (32). In addition, there have been important reports 
by Bullard (4), Fromm-Reichmann (10), Sullivan (35), Simmel (4) 
and Chapman (5). 

(1) In the first place, the architecture and construction of the psy- 
chiatric hospital which is to operate according to psychoanalytic 
principles will certainly not conform either with those of the old- 
style Kirkbride asylums, or with the new-style factory-and-office- 
building monstrosities developed by some larger eastern states 
in an effort to solve psychiatric problems by mass-production methods. 
Nor, I must add, would an ideally constructed private psychiatric 
institution follow the pattern set by the old-style sanitarium, with its 
emphasis upon luxury and physical comfort. 

To speak positively rather than negatively, I should say that a 
psychoanalytically inspired hospital is built not so much according 
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to the ideal of a medical hospital, or (as is sometimes advocated) on 
the other hand to that of a home, but more nearly like that of a college 
dormitory. The sanitarium is not a hospital inasmuch as most of its 
occupants are not bed-ridden; it is not a home inasmuch as its occu- 
pants are not relatives and do not expect to live there permanently; 
it is more closely related to a school than to either of these. But since 
it is a place of residency and since its occupants are definitely sick, it 
must also possess certain home-like and hospital-like features. What 
it certainly is NOT is a prison; it must not look like one, or be like one 
in any sense. Nor, on the other hand, should it be a country club. 
Tendencies in these directions are not in keeping with the facts and 
purposes of the patients’ confinement, and are therefore not honest, 
and therefore not scientific. 

This question of architecture is not an academic one. Architecture, 
like science, has undergone changes and expansions, and the moving 
spirit of modern architecture is functionalism. To the scientifically 
minded and trained architect, it is a crime to construct buildings 
without regard to the spirit or the purpose to which they are to be 
put. In the insticution with which I am most familiar, an architect 
spent many months with psychiatric patients and attended psychiatric 
clinics and psychoanalytic seminars for two years in order to learn 
exactly what was needed and desired for the structural foundation of 
an institution devoted to the psychiatric treatment of patients accord- 
ing to psychoanalytic principles. 

(2) The same spirit that determines the selection of the appropriate 
architecture, the appropriate ground plan, and the appropriate decora- 
tion of such an institution, will permeate the philosophy of everyone 
connected with it. It is a little difficult to put this into words, but 
I can give some examples. In such an institution there must be a 
unanimity of purpose, and this implies a unanimity of basic informa- 
tion. It is useless to expect a dietitian, a housekeeper, a gardener 
entrusted with the flowers, or stenographers entrusted with the 
records to cooperate in a treatment program the essential principles 
of which they do not understand. In the institution to which I refer, 
the chef attended the psychiatric lectures regularly for a year. The 
business manager underwent a complete psychoanalysis. The stenog- 
raphers were required to attend lectures on psychiatry. Doctor Bul- 
lard of Chestnut Lodge Sanitarium in Rockville, Maryland has tried 
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the plan of having many of his nurses analyzed. Such things con- 
tribute to a unanimity of spirit and knowledge which I regard as a 
necessity in the maintenance of a proper feeling-tone among the many 
units of personnel making up such an organization. 

(3) Most important of all, of course, are the attitudes of the members 
of the medical staff. I say attitudes because I think these are more 
important than specific information. On the one hand a proper atti- 
tude leads automatically to the acquisition of the necessary informa- 
tion, and, on the other hand, information and experience support and 
improve the attitude. 

I should like to be definite about what I refer to as physicians’ atti- 
tudes. I mean that it is not enough for them to be physicians with an 
interest in disease, or even an interest in patients suffering diseases. It 
is not enough for them to have what would be acceptable in many 
places as a progressive psychiatric attitude. This would imply that 
they had a wide tolerance for and empirical understanding of erratic, 
unpredictable, aggressive and often provocative behavior on the part 
of those committed to their care. Physicians in a psychoanalytically 
oriented sanitarium must have more than this. They must have a 
genuine conviction as to the existence of the unconscious and its 
predominant influence upon the behavior, the logic, the conversation, 
the decisions and the interpersonal relationships of their patients. 
With such a concept of the unconscious, such physicians can and will 
take these unconscious motives into consideration in their dealings 
with patients’ relatives and friends. Such a recognition of the ex- 
istence of the unconscious leads to efforts to understand the expressions 
of the patients’ unconscious and to an attempt to seek for methods of 
assisting the patients to understand them also and learn to express 
them in less self-destructive ways. If a young staff member gives 
evidence of recognizing the unconscious motivation and the deeper 
meaning of the behavior of a certain patient, I think we need not be 
distressed with his selection of a nosological label which does not 
correspond to that of some Kraepelinian chapter title or to the im- 
pressions of a more experienced colleague. Such an attitude as I have 
in mind leads to far more interest in the structure of the personality 
than in the name of the psychosis, and far more interest in seeking 
devices for relieving stresses within that structure than in locating 
diagnostic categories. 
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We have not found it essential that a psychiatrist be analyzed in 
order to acquire such an attitude, ideally desirable though that is for 
the purpose of eliminating those blind spots or ‘‘complexes’’ in the 
physician which interfere with his effectiveness, his understanding of 
the patient, his maintenance of the ideal attitude. The proper attitude 
can be taught and, furthermore, it is contagious—it can be caught. 
Young psychiatrists quickly absorb the spirit or philosophy that 
permeates an institution; if it be a diagnostic, pigeonholing, receiving- 
station attitude he will acquire it; if it be a custodial, therapeutically 
hopeless, nihilistic attitude he will acquire that; if it be a pollyanna, 
back-slapping, kid-em-along-and-nature-will-make-them-well  atti- 
tude he will acquire that. Similarly, if it be a psychoanalytic attitude 
he will acquire that. 

(4) The same is true of nurses. The psychoanalyst sees his patients 
an houraday. The average institutional psychiatrist sees his patients 
a much shorter time. In either case the patient spends twenty-three 
hours out of the twenty-four in the company of other individuals with 
whom there is a constant interchange of erotic and aggressive energies. 
In the case of hospitalized patients the nurses represent, very definitely, 
extensions of the physician; and yet their technique of handling 
patients, the attitudes they assume with respect to the demands made 
by patients, or to the demands made of patients, is in many institutions 
left entirely to chance, or, more accurately, to the personality habits 
of the various nurses. So far as I know, Harry Stack Sullivan (35) was 
the first to point out the importance of selecting and training the nurs- 
ing personnel along these lines; this was echoed by Ross Chapman (5) 
(both of them psychoanalytically oriented psychiatrists), but I believe 
my brother William C. Menninger (21) was the first to develop this 
idea systematically and to indicate how proper attitudes might be 
taught to nurses and specifically applied in individual cases through the 
prescription of the physician. 

(5) Physical environment and personnel attitudes are essential, 
but the correct management of the patient committed to psychiatric 
care does not follow automatically. There is a sharp difference in this 
respect between the operation of a hospital in which psychoanalytic 
principles are recognized and adhered to by the entire staff and one in 
which psychoanalysis is of casual interest only or not considered at all. 
This applies to those innumerable minutiae of hospital residence which 
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are too often relegated by physicians to uninstructed and uninspired 
administrative officers. It is an old established rule, for example, 
that patients in a psychiatric hospital may not retain in their posses- 
sion breakable glass objects, but psychoanalytic insight would per- 
ceive that in certain instances to take away the prized gift of perfume 
from a self-depreciating female would be more dangerous than the risk 
of allowing her to keep it in her possession. 

A patient in a hospital where psychoanalysis is understood would 
not be reproached for urinating on the floor; it might be welcomed as 
an evidence of a positive reaction to the visit of his physician. I need 
not say what the attitude of the untrained psychiatric hospital attendant 
would be. In one instance a patient began writing on the wall with 
her own feces but soon substituted for this the writing of idealistic 
verse with pen and ink. Had her smearing been treated in the stand- 
ard fashion, the rebuff might have been sufficient to have delayed the 
recovery indefinitely. Innumerable examples of this type could be 
cited and have been cited by my brother and some of our colleagues, 
and by Fromm-Reichmann (10) and Bullard (4). In general, the 
entire routine of a psychoanalytic hospital is quite different from that 
in a hospital in which psychoanalytic principles are not considered. 

This is especially true with reference to the guidance of the interper- 
sonal relationships of the patients. Isolation, participation in social 
functions, athletic activity—these cannot be allowed to develop 
spontaneously but are arranged on a basis of careful study of the pa- 
tient in an effort to discover his unconscious needs. If, for example, 
an alcoholic patient is dodging his real problem by an excess of affabil- 
ity and vocability, the very thing must be discouraged which in a 
lonely schizophrenic would be encouraged. 

In the course of recovery the psychiatric patient undertakes more 
and more extramural activities. He seeks to resume his relationships 
with individuals and institutions in the outside world. He wants to 
go visiting or shopping, or to see a movie—or to “‘have adate.’" The 
decision as to whether a particular project of this sort can be permitted 
will be determined quite differently by a psychoanalytically trained 
psychiatrist and one who is entirely unacquainted with psychoanalysis. 
The question of how much money a patient is to spend is also one 
which can be decided merely according to the wishes of the relatives, 
but which can also be decided, more wisely we believe, on the basis 
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of the patient's attitude toward money and his purposes in the pur- 
chase. 

The whole question of diet, which in most hospitals is one of 
chemistry, calories and vitamins, is in a psychoanalytic hospital one 
involving not only these chemical factors but psychological factors 
as well. I admit that it is not easy to find a dietitian for whom 
psychological factors assume anything like the importance of the 
chemical ones, but here again it is largely a question of education, and 
I can say from experience, it has been done. 

Medication in a psychiatric hospital will also be influenced very 
considerably by the point of view of the physician. After one has 
lived with psychoanalytic concepts for a dozen years and guided his 
prescriptions on the basis of his knowledge of the pathology of oral 
and anal tendencies, the routine and indiscriminate administration of 
cathartics, sedatives and carminatives seems very improper. 


SPECIFIC THERAPEUTIC MODALITIES DESIGNED TO EFFECT MODIFICATIONS 
OF THE PERSONALITY 


I have reserved for the last a consideration of those special therapies 
available in a psychiatric hospital in which we are apt to place our 
greatest confidence. I have just spoken of the question of drugs— 
chemotherapy—and a little earlier of dietotherapy. For something 
like fifty years physiotherapy has also been a standard psychiatric 
technique and one to which psychoanalytic psychology has not been 
thoughtfully applied. We have recognized that immersion in pro- 
longed neutral baths often means to the patient something equivalent 
to a temporary intra-uterine existence, but we have not applied this 
suggestion to the question of whether or not a particular patient 
should be given this opportunity for symbolic regression. Yet physio- 
therapy prescriptions in psychoanalytic hospitals must be guided not 
only by the physiological results ascribed to it by empirical observa- 
tions, but also by the psychological determinants. 

The meaning and function of occupational therapy and recreational 
therapy have been studied much more intensively from a psychological 
standpoint. But while there are literally thousands of occupational 
therapy departments in the hospitals of the United States, it is safe 
to say that in only a very few of these is the prescription and the execu- 
tion of occupational therapy based upon the consideration of deep 
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psychological principles. Wise occupational therapists have in- 
sisted for a long time that their work is therapy and not diversion or 
time-killing trivia. In an unguided way they frequently attempt to 
use the various modalities of craft work so as to be suitable to the 
capacities and interests of their patients. But this is something quite 
different from selecting the occupational therapy to fit not merely the 
conscious interest of the patient but his unconscious needs. My 
brother recently showed me a memorandum sent to his desk by the 
director of occupational therapy who was proposing some instruction 
in certain new crafts. After stating the material and principles of the 
craft, the approximate cost, and so on, the director specified under 
each item the functional value that such a course might have. ‘“‘This 
craft,’" he wrote, ‘‘furnishes excellent opportunities for narcissistic 
gratification (read ego-development, if you prefer) and also for the 
external deflection of aggressive tendencies in a socially approved 
form.’" Of another craft, he said, ‘This is a hard laborious task 
which in the end yields a desirable material product and should be 
useful for depressed patients.’" Whether or not his estimate was 
correct, this will illustrate an entirely different point of view regard- 
ing occupational therapy from that which used to prevail in such 
departments. It is routine in the institution with which I am most 
familiar for the physician to indicate to the occupational therapist 
whether the cultivation of esthetic interests, concentration, hobby- 
formation, imagination or initiative is most important and whether 
the techniques taught should be simple, intricate, routine, or strenu- 
ous and difficult, according to the patient's personality strructure. It 
is routine for the physician to indicate, also, whether the therapist's 
attitude should be that of stimulating, inviting, urging or compelling 
the patient. 

According to psychoanalytic theory, sublimation means a deflection 
of aggressive impulses into work or play. Recreational therapy 
represents an organized and directed opportunity for play sublimation. 
All that was said above concerning the selection of the particular 
occupational therapy for the particular patient applies to recreational 
therapy. This can be done intuitively or empirically, but it can also 
be done on the basis of a knowledge of a patient's deep psychology. 

A similar point of view should prevail in the development of other 
special therapies such as educational therapy, project therapy and 
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bibliotherapy. Concerning these I shall not cite details or illustra- 
tions because the practice is similar to that described in connection 
with the other special therapies already discussed. 

To a psychoanalytic audience, it almost goes without saying that 
psychotherapy is the most important of all the special treatment 
measures available in a psychiatric hospital. Yet one must remember 
that this is not the conviction of all psychiatrists, nor is it the practice 
in most psychiatric hospitals. I refer now to systematic attempts to 
develop a special interpersonal relationship between a patient and a 
particular physician by means of regularly recurring sessions of more 
than a few minutes in which there is some kind of inter-communica- 
tion. Ideally, of course, this means conversation, but Fromm-Reich- 
mann (10) and Sullivan (45) have shown that silent companionship 
may be the basis of an increased confidence which later makes verbal 
interchange possible. Some psychoanalysts seem to make the assump- 
tion that if a patient does not spontaneously come to them or talk to 
them he cannot be helped by psychotherapy. As I said earlier in my 
paper, psychoanalysis is not the only effective psychotherapy. In a 
psychiatric hospital where psychoanalytic principles prevail, the 
potency of psychotherapy is recognized and a personal approach to the 
patient is made routinely—the technique of which conforms, if not 
to psychoanalytic practice, at least to psychoanalytic theory. 

A much larger percentage of patients in a psychiatric hospital canjbe 
benefited by the standard technique of psychoanalytic practice than 
is assumed by the psychiatrist not familiar with psychoanalysis or by 
the psychoanalyst not familiar (as I am afraid some of them are not) 
with the nature of the patients resident in a modern psychiatric hos- 
pital. It is startling to discover that many psychoanalytic colleagues 
continue to think of the modern psychiatric hospital in terms of the 
institutions of thirty years ago, as being full of screaming or sobbing 
patients with whom the refined, dignified patients whom the psycho- 
analysts are accustomed to see in their offices could not conceivably 
associate with pleasure or benefit. Such an erroneous conception on 
the part of psychoanalysts would be more appropriate on the part of 
laymen. It astonishes many of my colleagues to learn that some of 
our patients attend high school and college during their sanitarium 
residence, and that frequently dignified and fairly well-adjusted per- 
sons prefer small unluxurious rooms in the company of other psychi- 
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atric patients to the occupany of large homes or apartments in metro- 
politan centers. I don’t know why some psychoanalytic colleagues 
continue to have the asylum conception of the modern psychiatric 
hospital, unless it is because the nature of their daily practice is such 
that they unconsciously develop the notion that patients are all either 
nice, tractable neurotics who come to them for analysis, or else wild 
maniacal psychotics who have to be quickly committed, restrained 
and gotten out of sight. The personality characteristics of the alcohol 
addict frequently seduce young analysts into believing that these cases 
can be treated by analysis extramurally; these same charming, sophisti- 
cated, self-possessed men also sometimes give the modern sanitarium 
the atmosphere of a club. But those of us who have worked with 
many alcoholics realize how shallow and unreliable these surface 
indications are and how dangerous and futile it is to attempt to analyze 
the severe alcoholic outside of a suituation where he can be given 
psychiatric guidance and restraint during the twenty-three hours 
that he is not with the analyst. 

Not only alcohol addicts, in our opinion, but severe neuroses and 
mild psychoses Cif there really is any difference) are frequently anal- 
yzable only under such circumstances, as Zilboorg (38) and others 
have proved. This is looking at it from the standpoint of the psycho- 
analyst. Looking at it from the standpoint of the psychiatrist, I 
repeat what I said above, that many patients can be cured by psycho- 
analysis who at the present time are treated unsuccessfully by the 
routine hospital care and the other special therapies enumerated, or 
else by attempts at outpatient department psychoanalysis. 

It may be felt by some that such an application of psychoanalytic 
theory to psychiatric practice as I have outlined has one grave fault. 
That the psychiatrist, after a comparatively short period of observa- 
tion, should assume to minister to the specific unconscious needs of his 
patient would seem to imply that the psychiatrist could easily recog- 
nize all the deep unconscious strivings of another person, and had 
ignored the precariousness of attempting to satisfy these needs with 
substitutions. There are two answers to this objection. In the first 
place, it should be remembered that in many psychiatric patients, 
especially those with frank psychoses, the unconscious trends are 
much less completely disguised than in the neuroses which form the 
bulk of outpatient psychoanalytic practice. Hence it is often possible 
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to recognize the unconscious structure more quickly than in the case 
of the better integrated neurotic. In the second place, it is true that 
frequently the initial estimate of the patient's needs and capacities 
will be superficial, and applications of psychoanalytic inferences must 
therefore be broad rather than intensive. Treatment based upon the 
indications afforded only by the preliminary examination would 
certainly be contrary to the psychoanalytic ideal, were the matter to 
end there. But when the observation is continued over a period of 
weeks and months and when the schedule of treatment is modified 
from day to day and from week to week as further insight is obtained 
by the patient and by the physician, and especially when any indica- 
tions given by the patient of his desire to follow the leadership of 
certain persons or of his wish to take the initiative in some project 
are welcomed and encouraged—then, I think, one may say that the 
procedure is truly in the spirit of psychoanalysis. It is, in fact, because 
of the importance of following the lead of the patient in prescribing 
therapy that the entire personnel must be permeated with the theory 
of personality development implicit in psychoanalysis. The concept 
of the unconscious is important, not only in helping doctors and 
therapists to understand the needs of the patient, but also in reminding 
them of the complexity and depth of the symptoms and of the im- 
possibility of solving human problems and “‘curing’’ human ills with 
admonitions and advice or with quick tricks. 

If for no other reason than this, I believe young psychiatrists should 
be trained in a psychoanalytic sanitarium so that they acquire a true 
humility and awe at the extraordinary complexity of the human 
personality, and learn to look for the many ways it has of securing its 
ends through body and through mind, often interchanging one method 
for another. 

Far from leading to superficiality of outlook, I believe that the appli- 
cation of psychoanalytic principles leads to an attitude of dissatisfac- 
tion with blanket application of techniques, to an eagerness to discover 
significant leads with individual patients, to a constant watchfulness 
and a desire to perfect one’s own objectivity. Then, even if mistakes 
are made, if the patients’ unconscious needs are only imperfectly per- 
ceived and if the therapeutic methods are insufficient to satisfy them, 
the patient will nevertheless fee/ the active interest and sympathy of 
those about him, a sympathy which is the more effective for being 
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intelligently directed. To make this bond between patient and 
therapist useful as an instrument of cure is the most important principle 
of psychoanalytic psychiatry, and it is so taught in a psychoanalytic 
Sanitarium. 


CONCLUSION 


As psychoanalysis develops we observe with deep satisfaction the 
extension of its influence and of its techniques into the realms of so- 
ciology, anthropology, education and general medicine. In our 
pleasure at these substantiations of our convictions regarding the 
scientific truth of psychoanalytic theory and the fruitfulness of psycho- 
analytic therapy, we should not neglect their application to the 
medical specialty of which psychoanalysis is an integral part. For 
every patient now receiving psychoanalysis, there are 500 patients 
receiving psychiatric treatment of other sorts. Time was, and this 
was especially true in Europe, when psychiatry refused to look at 
psychoanalysis, but this is not true any more; psychiatry has been 
magnanimously and profitably hospitable to psychoanalysis in this 
country. Psychoanalysis should not be less hospitable, less open- 
minded, less aware of its responsibilities to psychiatry. There is a 
psychoanalytic psychiatry, in theory and in practice, but it has only 
begun. I have tried to indicate the general form of some of these 
beginnings and the direction of continued research. 
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THE FUNCTION OF A PATIENTS’ LIBRARY IN A PSYCHIATRIC 
HOSPITAL 


By Lou Davie, A.B.* 


The benefits of reading for patients who are mentally ill have been 
variously appraised. Patients frequently give enthusiastic credit for 
their improvement or recovery to a certain book read at a critical 
period in their lives; whereas their physicians are more inclined to 
regard the book as incidental or, at most, as only one aid in the healing 
process which had already been set in motion. While it is true that 
the printed page is usually utilized by the reader to confirm rather than 
to change the ideas which he already holds, it does appear that in 
some cases persons whose need is greater are able to derive from certain 
books comfort, hope, reassurance and even inspiration to re-orient 
themselves. The question that arises in the therapist’s-mind, there- 
fore, is: What are the dynamics in the change for the better in these 
instances? If these could be determined it should be possible to make 
some deductions about the benefits of reading for other patients, and 
to discover some bases for choosing reading material for patients who 
are mentally ill. 

Although people read for a variety of reasons—to gain information, 
to win social approval and popularity, to escape from a hum-drum 
unsatisfactory life situation, or to try to come into closer contact with 
life and people—it seems probable that their emotions are deeply in- 
volved only when they have made identifications, either with charac- 
ters in the book or with a person recommending the book (as in the 
case of a beloved teacher who kindles the enthusiasm of his students 
for a book they would not otherwise care to read). Novels and biog- 
raphies lend themselves most easily to the purposes of readers who 
wish to enjoy vicarious adventures, romances and successes through 
identification with characters in the book, which explains in part why 
they are the most popular forms of reading material. 

Since these identifications are not the same for all readers, not every- 
one will enjoy the same book. One person may idealize a character 
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which another is unable to tolerate. The self-sacrifice of Sydney Car- 
ton in the Tale of Two Cities, his hopeless love and his reckless, dis- 
solute life make a strong appeal to the high school youth of the age of 
the hero of Booth Tarkington's Seventeen. To a more mature person 
the character may seem over-romanticized. Age, intellectual de- 
velopment and emotional experience have a great deal to do with the 
type of identification made. Episodes which produce shock or anxiety 
in childhood, such as the birth of an unwelcome sibling or the death 
of a parent, may be repressed or imperfectly solved and a book which 
revives the experience and the feeling of anxiety associated with it may 
disturb the reader disproportionately. If the problem is resolved 
satisfactorily in the book, however, the reader may gain some insight 
into his own difficulty or some renewed hope as to its outcome, and 
thus derive therapeutic value from the book. 

Some readers find an outlet for hostilities in books which seem to 
fight their battles for them and to give them vicariously a wider hear- 
ing than they can gain for their own arguments. One man, who felt 
that a too-strict religious upbringing was responsible for his unhappy 
youth, took great pleasure in reading the essays of a prominent agnos- 
tic. Many people seem to enjoy reading books predicting the down- 
fall of civilization, or describing the corruptness of our institutions. 
A patient who had unsuccessfully attempted suicide found satisfaction 
in reading murder mystery novels. He seemed to identify himself with 
the murderer in these stories, although it is probable that he also found 
an identification for other sides of his personality in the persons of the 
victim and the detective. 

In considering the value of bibliotherapy, one cannot overlook the 
part of the physician, therapist or librarian who recommends the book 
and gives it to the patient. A book that is the gift of a beloved per- 
son has a greatly enhanced value and will often be read with an 
interest it would not arouse if merely seen on the shelves of a bookcase. 
Books read to one in childhood or during a long illness take on an emo- 
tional importance because of the association with a maternal figure. 
A librarian in a patients’ library, therefore, should be kindly and sym- 
pathetic, more concerned with the health of the readers than with 
the strict upkeep of a system. She should be alert for indications of 
desirable identifications, interested in the discussions, comments and 
comparisons made by patients about the books, and well read both in 
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literature and in psychiatry so that she may understand something of 
the nature of the patients’ conflicts, symptoms and illnesses. The 
physicians of the hospital can help her greatly by taking an interest 
in the reading program and can give the selected books much more im- 
portance and inspirational value by discussing them with their patients 
occasionally or by recommending particular favorites of their own. 

Mental hygiene and psychiatric literature dealing directly with con- 
flicts and problems of the mentally ill, if permitted to the patient at 
all, should be prescribed by the patient's physician inasmuch as the 
danger of arousing anxiety in the patient is great. One book which 
we have found helpful for patients who are beginning psychoanalytic 
treatment is Psychoanalysis Explained by Dorothy Blitzsten. It is 
written in understanding style and will help to clarify many common 
misunderstandings of the term, psychoanalysis, and to explain the 
procedure and general results of the treatment. Books about the 
experiences of those who have had mental illnesses, such as A Mind 
That Found Itself and Asylum, are sometimes beneficial to certain pa- 
tients. 

There are times when the Bible is helpful to a person who is men- 
tally ill, but it should be prescribed with care, because of the way in 
which religious misconceptions are utilized in certain types of illness. 
The controversial attitude of many so-called mentally healthy persons 
toward religion is too well-known for its role in illness to be denied. 

Patients who are hyperactive or highly agitated should not be urged 
to read. Since they are unable to concentrate, the attempt to do so 
may only confuse them more. Illustrated magazines such as the 
National Georgraphic or Life may sometimes be suggested in periods 
when such patients are comparatively calm. 

It has been found that depressed patients feel the need of being made 
to do something and this need can sometimes be met by assigning them 
readings on which to report These reports or book reviews, if they 
merit it, can then be published in the hospital newspaper. The patient 
of this type needs to be helped to direct some of his hostility from him- 
self onto external objects and this outcome may be facilitated if he 
feels somewhat imposed upon by the person who assigned him the task 
and made him fulfill it. Technical and educational books are often 
of value in this connection, because of the intensive effort required to 
read and report upon them, especially if they are chosen with a view 
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to preparing the patient for future advancement in his work or avoca- 
tion. In literature such books as Anna Karenina or Dante's Divine 
Comedy are actually enjoyed by such patients because of the suffering 
portrayed. A modern book which permits the reader to identify 
himself with the leading character in her sufferings is The Mortal Storm 
by Phyllis Bottome in which a Jewish girl in Nazi Germany undergoes 
many hardships and displays courage and strength. 

There is another type of patient who does not need this element of 
suffering in his reading but who does need an opportunity for more 
pleasurable identifications; this is the schizoid personality. He needs 
to read fantasies which have some basis in reality. Light novels by 
authors such as Kathleen Norris or Faith Baldwin provide this outlet. 
The dreamlike quality of W. G. Hudson's Green Mansions appeals to 
this type of reader and yet brings him back to reality at the end of the 
story when the hero returns from his world of make-believe. Lost 
Horizon by James Hilton is a fantasy which many readers enjoy. 

A schizophrenic girl, the third child in a family of three siblings 
read Little Sisters Don't Count by Greig. A strong predisposing factor 
in this girl's illness was the fact that she was not as attractive or as 
intelligent as the other children in her family and had always been 
considered the ugly duckling. When she returned the book to the 
librarian she remarked that she had enjoyed it very much. She said, 
“T liked it because the little sister in the book reminded me so much of 
myself. She was the dumb one in the family and yet she won out in 
the end. Of course I'll never win out; but it’s nice to think about, 
anyway.”’ This girl had insight into her own difficulties, but the ver- 
balization of them in a new and sympathetic form in the book encour- 
aged her to hope that she too might be a heroine in a humble drama. 

In Ferdinand the Bull the pre-schizophrenic individual may find not 
only an amusing tale but an application to himself in its humorous 
predicaments. One patient who read and reread the story many times 
claimed that he was just like Ferdinand (which was true). He seemed 
to find relief from inferiority feelings in joking about himself, and the 
comfort which this afforded him helped to draw him back from a 
retreat into fantasy. 

The most popular books in the patient library, as in any general 
library, are the current best-sellers or books of the month. The Grapes 
of Wrath by John Steinbeck was in greater demand for a time than any 
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other book. America in Midpassage by the Beards and John Gunther's 
Inside Europe and Inside Asia vie with fiction. Life and Time are the 
most popular magazines. 

The library room or building, itself, should be an attractive gather- 
ing place. An accumulation of books and old magazines stacked on 
dark shelves and housed in a hallway or some other unsuitable place 
cannot be called a library. 

In the construction of our own patients’ library two features were 
given special attention—the book shelves and the lighting fixtures. 
The latter are constructed of three bars of the florescent type which 
produce illumination comparable to daylight and make it possibleto 
dispense with all desk and floor lamps, an advantage in a sanitarium 
for mental illness. The book cases are unique in that they are equipped 
with screens instead of glass doors. The screens can be locked when 
occasion demands, but when not locked they are easily rolled up into 
the ceiling and are thus completely out of sight. There are built-in 
magazine racks under the windows. 

The general style of the room is Swedish modern with white pine 
paneling and birch furniture. A sound-proof ceiling and carpeted 
floor reduce noise. The library is conveniently located in the Recrea- 
tion Center, with its windows overlooking the formal flower gardens. 

If necessary the library room can be used for other purposes. Our 
room, for example, is used as a class room in the educational program 
for patients for approximately two hours of each day, six days a week. 
For this reason a blackboard has been built in on one wall. But since 
the most important function of the library is that of a reading and 
reference room, it is kept open for this purpose at all times except when 
there is some other activity scheduled there. 

Many books are contributed to the library by patients and staff 
members; but the larger number are selected by a library committee 
and purchased from a fund set aside in the budget. With purchases 
plus donations of from six to sixteen books a month, the library is 
kept up-to-date in both fiction and non-fiction. By means of a card 
catalogue the librarian keeps track of the books without difficulty. 


SUMMARY 


A library for patients should be considered an essential part of a 
mental hospital. It should be made as attractive and complete as 
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possible and should be kept up-to-date so that it will compare favor- 
ably with current libraries elsewhere. A certain amount for its up- 
keep should be set aside in the annual budget. 

In order to carry out a well-rounded program, the librarian should 
combine a knowledge of books and library methods with a knowledge 
of the dynamics and treatment of mental illness. In addition to a 
broad general education she should have a good psychiatric back- 
ground and a sincere interest in the therapeutic possibilities of her 
work. 
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BOOK NOTICES 


Psycho-Analysis. By Epwarp Grover. Price 12/6. Pp. 139. Lon- 
eg Bale Medica] Publications, Ltd., 1939. 
This book attempts to condense the theory an practice of psycho- 
analysis and at the same time to meet the needs of the general medical 
rn. for information in this field. The first part of the book 
as to do with the embryology, the dynamic aspects, the structure, 
and the economics of mind as well as related matters of medical 
psychology. The second section is clinical, treating of the psycho- 
neuroses, psychoses, and the like, while the final section discusses 
psychoanalysis as a diagnostic and therapeutic tool. There is a 
selected bibliography. 

The book has many admirable qualities as a condensation of analytic 
theory, but will probably have more value as a compendium for the 
initiate than as an introduction for those unfamiliar with psycho- 
analysis. (D. W. O.) 


Mental Tests, Their History, Principles and Applications. By Franx N. 
Freeman. Price $2.50. Pp. 460. Boston, Houghton Mifflin 
Company, 1939. Revised Edition. 

Professor Freeman has revised his original text to take account of 
recent developments in the field of mental tests. New tests, revisions 
of old tests such as the Stanford Revision of the Binet and new tech- 
niques such as factor analysis are discussed. In general, the book 
provides a good general introduction to mental tests, especially to 
intelligence tests proper. The discussion of personality tests is less 
adequate. The Rorschach test, for instance, is dismissed in a short 


paragraph. (J. S.) 


Reorganizing Secondary Education. By V. T. Tuaver, Carouine B. 
Zacury and Rutu Kortinsxy. Price $2.75. Pp. 483. New York, 
D. Appleton-Century Company, 1939. 

This book presents a study ft the - needs of adolescents, 
and makes suggestions for meeting these needs by a reorganization of 
secondary education. The objective survey of the present school 
system, the use of the experimental method in attempting changes 
and the careful evaluation of results are continuations of the valuable 
and scientific work being done by the Progressive Education Asso- 
ciation at the present time. The importance of the individual—his 
personality structure, his needs, his goals—is emphasized throughout 
the study as the only reason for the entire process of education. The 
significance of the teacher's position is stressed, and in doing so, the 
committee clarifies the need for well-adjusted adults to fill these roles. 
The book was prepared for the Commission on Secondary School 
Curriculum of the Progressive Education Association. (I. M.) 
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